Cries a great deal and appears to have some pain in leg. Some swelling over lower part of left leg. Skiagram shows central cavity in diaphyseal end of tibia. No sclerosis or rarefaction in surrounding bone, and no evidence of any trabeculation in the cavity. No periosteal disturbance. Cavity approaches but does not invade epiphyseal line. No sign of rickets.
This child did not begin to walk until he was 18 months old. There was no sign of rickets, and the skiagram taken shows the rather clear-cut abscess cavity. In the latest skiagram there is seen to be a thickening of the periosteum on either side, which I take to be diagnostic of a pyogenic infection rather than of tuberculous disease of bone. The abscess does not seem to have come through the epiphyseal line. I think it is staphylococcal.
Discu8sion.--Mr. B. WHITCHURCH HOWELL said he agreed with Mr. Wakeley that this was a staphylococcal infection of the bone and was not tuberculous.
Mr. PAUL BERNARD ROTH said that he felt sure the case was one of acute infection of bone which had aborted. Some infective material was left, and at some time it would have to be opened and scraped, as the condition would not clear up otherwise.
Mr. JULIAN TAYLOR said that Mr. Wakeley had laid stress on the absence of affection of the epiphysis as influencing the diagnosis in this child. Diaphyseal staphylococcal infection frequently crossed the epiphyseal plate, as was also the case in tuberculosis.
He did not remember having seen Brodie's abscess in so young a child, but in older patients this abscess usually took the form of an elongated cavity passing up the shaft for some distance. As to whether the age of the patient might so alter the reactions to infection as to change the shape of the abscess cavity, producing a rounded one instead of the more usual elongated one, he would not like to offer an opinion.
With regard to treatment, he usually opened such abscesses, removed the lining, and immediately closed the wound. Only on one occasion had he known union by first intention fail to occur after such treatment.
Mr. WAKELEY (in reply) said that he thought the epiphyseal plate was more frequently involved in tuberculous than in staphylococcal infection. He did not agree with Mr. Julian Taylor that the typical Brodie's abscess was elongated; in his own experience it was circular, with a big layer of condensed bone all round it.
Postscript.-Operation, April 14, 1930. The abscess cavity was opened. The organism obtained was the Staphylococcus pyogenes aureus.
Eighth-nerve Tumour Ten Years after Suboccipital Decompression.
-CECIL P. G. WAKELEY, F.R.C.S. Cecil B., aged 15 years, was admitted to King's College Hospital, July 20, 1920, with well-marked signs of a cerebellar tumour-headaches, double optic neuritis and vomiting. Some incodrdination and fine tremor of the hands. Diminution of air conduction on right side, but results of other hearing tests were normal.
Large subtentorial decompression carried out July 27, 1920. Intracranial preisure much increased. No tumour seen. Discharged August 18, 1920, much impioved. No headaches or vomiting. Optic neuritis completely disappeared.
Seen again in 1925. No symptoms. Very slight hernia through cerebellar fossae.
Not seen again until March, 1930, when he came to hospital complaining of pain in back of head. On examination it was found that the hernial protrusion of the cerebellum was more tense, and there was marked deafness in the right ear.
There is a fine nystagmus on looking up, and to the left. On looking to right nystagmus is slow and coarse. Left corneal reflex more brisk than right. Eye movements normal. Discs normal.
Hearing: Bight, hears watch at two inches. Left, hears watch at three feet. At the operation there was a great increase in pressure, and I was not satisfied that there was no tumour in the cerebello-pontine angle or the internal auditory meatus. The skiagram shows how much the cerebellum is bulging through. Most of the bulging is probably fluid, not actual brain matter. On the right side the internal auditory meatus is opened up; it is wider, and the bone is destroyed. This is diagnostic of eighth-nerve tumour. Should one do anything now, or not? The patient is in good health and is working all day long, and though there are signs of this tumour, it is, I think, of very slow growth, and best left alone. Taylor that further interference would be unjustifiable. The patient was now doing very well, and function was good, and it was unlikely that further operative measures would do any good. Double Coxa Vara, after Treatment.-PAUL BERNARD ROTH, F.R.C.S. C. K., female, aged 23. First seen March, 1921, when 14 years old. The skiagram showed severe double coxa vara. She was admitted under the care of Dr. Pugh at Carshalton, where she was kept recumbent, with thighs abducted, for thirteen months.
